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2000 N. Classen Boulevard Oklahoma City, OK 73106
 
 Effective Date: 
 (If different from the Policy or Certificate)
 

SPOUSAL ACCIDENT ONLY DISABILITY INCOME RIDER 
 
The Policy or Certificate to which this Rider is attached is hereby amended as follows: 
 
You or Your as used throughout shall mean the Insured or the Insured’s. We, Us, Our shall mean the Company. 
` 

RIDER SCHEDULE 

 
MONTHLY BENEFIT AMOUNT: 

 
[$500, $1,000, $1,500, $2,000, $2,500, $3,000] 

 
ELIMINATION PERIOD: 

 
30 consecutive days 

 
MAXIMUM BENEFIT PERIOD: 

 
2 years 

 
 

RIDER DEFINITIONS 
 

DISABILITY (or Disabled) means due to an Injury Your Spouse is not working and is unable to perform the 
material and substantial duties of his or her occupation.  
 
ELIMINATION PERIOD means the number of consecutive days listed in the Rider Schedule for which Your 
Spouse must be Disabled before he or she is eligible to begin receiving a Monthly Benefit. No benefits are 
payable during this period. 
 
FULL TIME EMPLOYMENT (or Full Time) means Your Spouse is employed an average of 25 or more hours per 
week for pay or benefits. Full Time Employment does not include any hours Your Spouse is working while self-
employed. 
 
INJURY means physical harm or damage to the body sustained by Your Spouse which: 
 
(a) results directly from an accidental bodily injury; 
(b) is independent of disease or bodily infirmity; and 
(c) takes place while this rider is in force. 

 
MAXIMUM BENEFIT PERIOD means the Maximum Benefit Period listed in the Rider Schedule for which a 
Monthly Benefit will be paid for any one period of Disability or Successive Disability.  
 
MONTHLY BENEFIT means the benefit amount listed in the Rider Schedule.  
 
REGULAR AND APPROPRIATE CARE means: 

(a) Your Spouse personally visits a Physician as frequently as medically required, according to standard 
medical practice, to effectively manage and treat Your Spouse’s disabling condition(s); and 

(b) Your Spouse is receiving appropriate treatment and care for his or her disabling condition(s), which 
conforms with standard medical practice, by a Physician whose specialty or experience is the most 
appropriate for such disabling condition(s), according to standard medical practice. 
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SPOUSE means the person You are lawfully married to who is less than age 70. [“Spouse” will include Your 
domestic partner as defined by state or federal law.] 
 
SUCCESSIVE DISABILITIES are those Disabilities which result from the same or related causes for which Your 
Spouse’s benefits are payable under this Rider and will be considered one period of Disability unless the 
Disabilities are separated by at least 90 consecutive days. 

A Disability due to a different or unrelated cause will be considered a new period of Disability.  

Any Disability which begins after termination of this Rider and/or the Policy to which it is attached: 

(a) will not be considered a Successive Disability; and 
(b) will not be covered under this Rider. 

 
ELIGIBILITY AND EFFECTIVE DATE 

 
Coverage under this Rider will begin on the later of the requested Effective Date or the date We approve the 
written application, provided that: 
 
Your Spouse: 

(a) has no other group disability income coverage in force; 
(b) is less than age 70; 
(c) is engaged in Full Time Employment on the date this Rider becomes effective; and 
(d) is able to perform the material and substantial duties of his or her occupation on the date this Rider 

becomes effective, 

and; 

(a) Your coverage under the Policy is in force and You are on Active Employment; and 
(b) the required premium has been paid. 

 
 

BENEFITS 
 
The Monthly Benefit amount listed in the Rider Schedule will be paid to You if: 
 
(a) Your Spouse is Disabled due to a covered Injury that occurs while this Rider is in force; 
(b) Your Spouse’s Disability begins within 90 days of the covered Injury;  
(c) Your Spouse has satisfied the Elimination Period stated in the Rider Schedule; and 
(d) Your Spouse becomes Disabled while this Rider is in force. 
 
Benefits for Your Spouse will be provided for each period, up to the Maximum Benefit Period, that Your Spouse 
remains Disabled due to a covered Injury and under the Regular and Appropriate Care of a Physician which 
continues beyond the Elimination Period. We will require proof of Your Spouse’s employment. We will also require 
proof of Your Spouse’s continuing Disability. 
 
Monthly Benefits will be provided for only one Disability when: 

(a) more than one Disability exists at the same time; or 
(b) a Disability results from two or more causes. 

 
Disability will be considered to have begun on the date Your Spouse was seen and treated by a Physician 
following continuous cessation of work. 
 
If any Disability Benefit is to be paid for less than a full month, the amount of benefit will be reduced pro rata on 
the basis that one day’s benefit equals one-thirtieth (1/30) the Disability Benefit. 
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LIMITATIONS AND EXCLUSIONS 

 
This Rider does not provide benefits for Your Spouse for any Disability, fatal or non-fatal, which results from any 
of the following: 

(a) Intentionally self-inflicted Injury while sane or insane. 
(b) An act of war, declared or undeclared. 
(c) Injury sustained or contracted while in the service of the armed forces of any country. 
(d) Committing a felony. 
(e) Penal incarceration. We will not pay benefits during any period for which Your Spouse is incarcerated in a 

penal or correctional institution or for any Injury that occurs while Your Spouse is incarcerated in a penal or 
correctional institution. 

(f) Injury arising out of and the course of any occupation for wage or profit or for which Your Spouse is entitled 
to Workers' Compensation. The term “entitled to Workers’ Compensation” shall also include Workers’ 
Compensation claim settlements which occur via compromise and release.  Further, no benefits will be 
paid under this Policy for any period during which Your Spouse is entitled to Workers' Compensation 
benefits. 

(g) Participation in any sport for wage or profit. 
(h) Participation in any contest of speed in a power driven vehicle for wage or profit. 

 
No benefits are payable for Your Spouse under this Rider for a Disability from an Injury that occurred outside of 
the United States or its territories. 
 
No benefit will be provided for any period in which Your Spouse is not under the Regular and Appropriate Care of 
a Physician.  

No benefits will be paid to You for any Injury to Your Spouse which is caused by or resulting from spousal abuse. 
 

 
TERMINATION OF RIDER  

 
Your Spouse’s coverage under this Rider will end on the earliest of: 
 
(a) the date the Certificate to which this Rider is attached terminates; or 
(b) the end of the last period for which premium payment has been made to Us; or 
(c) the date You notify Us in writing to terminate coverage; or 
(d) the date Your Spouse no longer meets the Eligibility requirements as stated in this Rider; or 
(e) the date which a divorce, annulment, or legal separation is obtained; or 
(f) the end of the month following Your Spouse’s 70th birthday; or 
(g) the date Your Spouse dies; or 
(h) the date this Rider is discontinued; or 
(i) the date the Policy is discontinued. 

 
This Rider is subject to all the provisions of the Policy as long as this Rider does not amend them.  This Rider will 
terminate on the same date as the Policy or Certificate to which it is attached. 
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A1264 

GROUP 
APPLICATION 

AMERICAN FIDELITY ASSURANCE COMPANY 
2000 N. Classen Blvd Oklahoma City, Oklahoma 73106 

         

 
1. PROPOSED INSURED 
 INFORMATION: 

 
Last Name    First Name    Full Middle Name   Suffix 
 

Age    Date of Birth 
 Mo  Day  Yr 

 Sex Soc Sec Number Requested Eff Date Date of Employment 
M    F    Mo  Day  Yr Mo  Day  Yr 
 

Residence Address:  Number & Street (Not a P.O. Box) Work Phone #  Home Phone # 
 (      )   (     ) 
City State  Zip Country of Citizenship 

 
Mailing Address (if different than Residence) 
 

City State Zip 

Employer Name Employer/MCP # Salary: $  Occupation 
 Annual    Monthly   
Are you currently able to perform the duties of your occupation? Yes       No    

Applicant’s E-mail Address:   

2.  BENEFITS APPLIED FOR: 
  Billing Persons  Plan PREMIUM: 
Product New/Chg Distribution ID Covered1 Plan Code Amount Employee  Employer  Mode Total  
[LTD]           
[STD]           
[Other]           
[Other]           
[Other]           
[Other]           
[Other]           
[Other]           
1z=Individual;  y=Individual & Spouse;  x=Individual, Spouse & Child(ren);  v=Individual & Children; s=Spouse TOTAL  
3.  BENEFICIARY:  
First Name Middle Name Last Name Relationship to Insured Country of Citizenship 
   

4.  ELECTION:   I hereby enroll, add or change, as checked above, group insurance coverage(s) for which I am eligible. I 
authorize my employer to deduct my contributions, if any, from my pay. 
5. ACKNOWLEDGMENT:  I understand and agree that: 
 The information in this application will be used to determine my eligibility for insurance; the statements and answers 

shown in this application (first page and, if applicable, the second page) are true and complete; the Company may rely 
upon such answers as the basis of my contract; and no coverage will take effect until the application is approved by the 
Company, the first premium is received, and a Certificate is issued. 

 If applying for disability income coverage, OTHER INCOME I AM ENTITLED TO RECEIVE WILL, IF APPLICABLE, 
REDUCE MY MONTHLY BENEFIT. I SHOULD READ MY CERTIFICATE FOR MORE DETAILED INFORMATION 
REGARDING HOW OTHER INCOME WILL REDUCE MY BENEFIT.  

 “Pre-Existing Conditions” may not be covered; and I should read my Certificate for a more detailed explanation of the 
Pre-Existing Condition exclusion, if any.  

 BROCHURE(S) #  HAS/HAVE BEEN 

EXPLAINED TO ME, AND I HAVE RECEIVED A COPY/COPIES; OR, I HAVE HAD ACCESS TO AND THE 
OPPORTUNITY TO PRINT THE BROCHURE(S).  (Please initial):  

6. FRAUD NOTICE: Any person, who knowingly and with intent to injure or deceive any insurer, files a statement of claim 
or application containing any false, incomplete, or misleading information may be guilty of insurance fraud. (In CT, 
insurance fraud is determined by a court of competent jurisdiction; in IN, KY, and OK, insurance fraud is a felony; in NV, 
insurance fraud is a Category D Felony). In AR, DC, LA, NJ, NM, PA, TN, and VA: Any person who knowingly presents 
false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for 
insurance is guilty of a crime and may be subject to fines and confinement in prison. (In DC, TN, and VA, also denial of 
insurance benefits; in NJ, NM, and PA, civil fines and criminal penalties.) 
    
AGENT SIGNATURE (where required by law)  Date  
 

Agent #  SIGNATURE (Applicant)  
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GROUP 
APPLICATION 

AMERICAN FIDELITY ASSURANCE COMPANY 
2000 N. Classen Blvd Oklahoma City, Oklahoma 73106 

         

   

PROPOSED INSURED’S NAME:   
 
HEALTH HISTORY:  

7.  Within the past 5 years, have you received a diagnosis, taken medication and/or had 
     treatment by a member of the medical profession for any of the following: 
 

 

Cancer (other than basal or squamous cell skin cancer), heart and/or circulatory disorder, 
peripheral vascular disease (PVD), stroke or transient ischemic attack, liver or kidney 
disorder/disease (excluding stones), pulmonary disease, diabetes requiring insulin, rheumatoid 
arthritis, epilepsy, ulcerative colitis, Crohn’s disease,  organ transplant, systemic lupus 
erythematosus, disorder of blood cells or blood clotting disorder, seizures, Acquired Immune 
Deficiency Syndrome (AIDS), AIDS-Related Complex (ARC), or Human Immunodeficiency Virus 
(HIV), Chronic Fatigue Syndrome (CFS), fibromyalgia, alcohol or drug addiction or abuse, or 
neurological disorder (excluding headaches or migraines). 

 
 
Yes    No  

  

8.  Within the past 12 months, have you: 
 

 

Received advice from a medical provider, taken medication, incurred an expense, undergone 
tests, or received treatment (including, but not limited to, spinal manipulation, physical therapy, or 
counseling) for a condition related to:  (a) your back, neck or spine; (b) a mental or nervous 
condition; or (c) had surgery recommended that has not yet been performed or received a referral 
for surgery consultation? 

 
Yes    No  

  
9. Are you currently pregnant? Yes    No  
  
10.  I hereby certify that I have read the above statements and all of the medical conditions or they have been read to me. 
       I also understand that additional investigation could occur at time of claim and any misrepresentation contained  
       herein relied on by the Company may be used to reduce or deny a claim and/or void the coverage  
        if such misrepresentation materially affects the acceptance of the risk. 
 

 (Please initial):  
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